Community Resource Coordination Group
 (CRCG)
What Is CRCG?

· CRCG is a group of child, adolescent, and adult service agency representatives and other interested professionals who come together in partnership with families to problem solve, share resources, and offer recommendations for children and adolescents with multiple problems.
· Participating agencies typically include representatives from area School Districts and Universities, Child Protective Services, Juvenile Probation Department, Mental Health and Mental Retardation Services, Early Childhood Intervention Programs, Department of Health, Regional Educational Service Center, Texas Youth Commission, and the Council on Alcohol and Drug Abuse, as well as some private sector organizations such as psychiatric hospitals, and Christian ministry organizations.

What Can CRCG Do?

· While we are not an organization that can fund out of home or residential placement, we can suggest a wide range of solutions and services.  We offer assistance with applications, assessments and referrals to state funded programs.

· We are also able to offer information on where to seek further assistance what state-funded programs or treatment options are available, and what agencies can work together to benefit youth who have multiple problems.

If you have a child or an adolescent in need of assistance, or know someone who would benefit from CRCG services, please contact Peggy Alexandre at 214-366-9407 Ext. 108.

Please return completed application to:
Peggy Alexandre, MA
North Texas Behavioral Health Authority
1201 Richardson Dr. Ste 270
Richardson, TX 75080

Or fax to: 214-366-9417
CRCG STAFFING INFORMATION

CLIENT INFORMATION
Staffed individual’s name__________________________________________________
Address_________________________________________________________________
County _____________   Date of Birth ___/____/_____    SSN_____________________
Age_____ Weight _______
Height ______   Sex _____   Ethnicity ________________
Religion_________________________   Spoken Language________________________

Parents/Guardians Name(s)_________________________________________________
Home Phone_______________   Cell Phone_______________   Email_______________

CRCG REFERRAL INFORMATION
Referring/Representing Agency______________________________________________

Agency Contact Person_________________________ Contact Phone_______________
Reason for CRCG referral__________________________________________________
Desired outcome of CRCG Meeting __________________________________________

Is individual at risk of removal from preferred childcare/educational setting?__________

If yes, give explanation:____________________________________________________

________________________________________________________________________

Is individual at risk of disruption of preferred living situation?______________________

If yes, give explanation:____________________________________________________

________________________________________________________________________

Does the individual have any physical challenges or limitations?____________________

If yes, please explain:______________________________________________________

________individual have any special needs or delays?____________________________

If yes, please explain:______________________________________________________

________________________________________________________________________

List individual strengths:____________________________________________________

________________________________________________________________________________________________________________________________________________

List family strengths:______________________________________________________
________________________________________________________________________________________________________________________________________________
Requesting recommendation of placement?_____________________________________
Has individual been accepted to placement?____________________________________
HOUSEHOLD DEMOGRAPHIC INFORMATION
Estimated Yearly Household Income:



___ $0-$10,000 ___ $10,000-$20,000 ___ $20,000-$30,000 ___ $30,000-$40,000 ___40,000+ 
Additional Resources____ Food Stamps ____ Subsidized Housing ____ SSI____ Medicaid____ WIC____ ADFC____ Other
Insurance of child:  □ Medicaid & Type: □ HMO □ Traditional □ CHIP   □ NorthSTAR             □ Private Insurance________________________________       
□ None

Living Arrangement of individual: □Two parent home  □biological father  □biological mother  □non-parent relative  □adoptive home  □home of friend  □emergency shelter  □foster care  □group home  □psychiatric hospital  □residential treatment facility  □juvenile detention center  □Other________________________________________________________________________
Household members:

Parent/Caregiver:

Name_____________________
Relationship __________________Profession_______________
Name_____________________
Relationship __________________Profession_______________

Marital Status of parents__________________________________________________________

List any Parent residing out of the home:

Name_____________________
Relationship __________________Profession_______________

Name_____________________
Relationship __________________Profession_______________

List siblings residing in the home:
Name________________________________
Age_______
Name________________________________
Age_______

Name________________________________
Age_______

Name________________________________
Age_______

List any siblings residing out of the home:

Name________________________________
Age_______
Living where____________

Name________________________________
Age_______
Living where____________

Name________________________________
Age_______
Living where____________

Other household members:

Name________________________________
Relationship ______________________

Name________________________________
Relationship  ______________________

Other involved/close family member living outside the homes:

Name________________________________
Relationship ______________________

Name________________________________
Relationship ______________________

Name________________________________
Relationship ______________________

MENTAL HEALTH INFORMATION 
Date of evaluation____________ Diagnostician_________________________________

Current Diagnosis_________________________________________________________

Current Medications_______________________________________________________

Name of Clinic or Individual Prescribing Medications____________________________

Current Treatment/Interventions______________________________________________

Previous Treatment/Interventions Attempted____________________________________

Has the individual been diagnosed as developmentally disabled?____________________

SUBSTANCE ABUSE INFORMATION 
Date of evaluation____________ Diagnostician_________________________________

Current Diagnosis_________________________________________________________

Current Medications_______________________________________________________

Substances Used_________________________ Amount Used​​​​​​​​​​​​​​​​​​​​​​_____________________

Date/Age of First Use_____________________ Frequency of Use__________________

Current Treatment/Interventions______________________________________________

Previous Treatment/Interventions Attempted____________________________________
PLACEMENT HISTORY (Attach additional sheets if needed)
Facility_________________________ Beginning Date__________ End Date_________

Reason for Admission______________________________________________________

Discharge Status □ Successful  □ Unsuccessful and reason why_____________________
______________________________________ □ Other___________________________

Facility_________________________ Beginning Date__________ End Date_________

Reason for Admission______________________________________________________

Discharge Status □ Successful  □ Unsuccessful and reason why_____________________

______________________________________ □ Other___________________________

Facility_________________________ Beginning Date__________ End Date_________

Reason for Admission______________________________________________________

Discharge Status □ Successful  □ Unsuccessful and reason why_____________________

______________________________________ □ Other___________________________

Facility_________________________ Beginning Date__________ End Date_________

Reason for Admission______________________________________________________

Discharge Status □ Successful  □ Unsuccessful and reason why_____________________

______________________________________ □ Other___________________________

PHYSICAL HEALTH INFORMATION
Condition _______________________________________________________________

Physician _______________________________________________________________

Services_________________________________________________________________

Medications______________________________________________________________

EDUCATION (where child currently attends or will be attending upon release)
School/District_________________________________________________ Grade_____
School contact Name_____________________________ Contact phone_____________

Special Education: □ Yes □ No    Disability: □ED □LD □OHI □Other________________
Services provided by special education: □ Yes □ No      Date of last ARD:____________

IQ 
Total Score _______ Verbal Score ______

Testings/Evaluation/Assessments_____________________________________________

Current Services/Behavior Plan______________________________________________

If child has not had an ARD has the LST been completed? □ Yes □ No

Classroom status of child: □Self-Contained □Inclusion □Resource Classes 

Has child been suspended? □ Yes □ No     
Placed in an alternative program? □ Yes □ No     Name___________________________
If the individual is no longer in school what is the highest level of education completed?______________________________________________________________

LEGAL

Current Contact Person___________________________ Phone____________________

Disposition Date________________________________ PID#_____________________

Court Status: □Pending Court □Deferred Prosecution □On Probation □On Parole □Other

Current Charges Pending___________________________________________________ 
History (List prior referral/offense dates and outcome) ________________________________________________________________________________________________________________________________________________________________________________________________________________________
CHILD/ADULT PROTECTIVE SERVICES

Has CPS/APS been involved with this family?     _____ yes _____ no   __________dates

Has the individual been removed from the home? _____ yes _____ no   __________dates

Reasons for involvement:___________________________________________________

Outcome/Current CPS/APS status of involvement:_______________________________
PLEASE INDICATE ALL THAT APPLY TO THE INDIVIDUAL’S LIFE EXPERIENCE
*(P- Parent    I - Individual)

Parent divorce





Aggression
Parent death/abandonment



Disruptive/defiant behavior
Single parent





Animal cruelty  
Parent incarceration




Setting fires
Adoption


 


Suicide attempts      I         P

Lack of supervision




Self mutilation           I         P

Domestic Violence




Physical abuse           I         P

Substance abuse       I        P



Sexual abuse/exploitation       I      P

Truancy/Suspension




Sexual perpetrator
I       P


Other___________________________________________________________________________________________________________________________________________________________________________________________________________________​
Any additional information you feel would be helpful to the CRCG:______________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Needs of the Staffed Individual

	Basic Needs and Self-Sufficiency (select all that apply):

	□ Food
	□ Housing
	□ Short-term shelter
	□ Home repair/ modification

	□ Furniture
	□ Clothing
	□ Utilities
	□ Phone

	□ Transportation
	□ Personal safety
	□ Money management
	□ Financial Assistance to Meet Basic Needs

	□ Other: __________________________________________________________

	Mental Health Care (select all that apply):

	Outpatient Services

□ Assessment/ Evaluation    □ Counseling      □ Day Treatment      □ Medication
	□ Inpatient Treatment

	□ Other:_______________________________________

	Physical Health and Functioning (select all that apply):

	□ Doctor/ Dentist Visit
	□ Special Equipment/supplies
	□ Medication
	In-home care

□ Personal Care   □ Nursing

	□ Intensive Medical Care/Support

(Hospitalization/Surgery/Hospice)
	    Other: ______________________________________________________

	Substance Abuse Services (select all that apply):

	□ Prevention
	□ Intervention
	□ Treatment
	□ Other: __________________________________________

	Family Support (select all that apply):

	□ Respite
	□ Child Care
	□ Adult Day Care
	□ Other: __________________________________________

	Legal Assistance (select all that apply):

	□ Conservator             □ Guardianship

□ Other civil: ______________________
	□ Criminal 
	□ Benefits Counseling
	□ Other: ___________

	Education (select all that apply):

	□ Special equipment
	□ Truancy prevention
	□ Translator/Interpreter
	□ English as a second language

	□ Adult education
	□ Referral for special education services
	□ Other: ______________________________

	Employment (select all that apply):

	□ Employment assistance
	□ Vocational training
	□ Other: ______________________________________

	Social Interaction (select all that apply):

	□ Mentor
	□ Opportunity to socialize
	□ Other: ___________________________________________

	Skill Development  (select all that apply):

	□ Activities of daily living
	□ Community living skills
	□ Social skills
	□ Parenting skills training

	□ Problem-solving skills
	□ Budget management
	□ Challenging behavior
	□ Anger management

	□ Impulse control
	□ Other: __________________________________________________


Needs of the Family
	Basic Needs and Self-Sufficiency (select all that apply):

	□ Food
	□ Housing
	□ Short-term shelter
	□ Home repair/ modification

	□ Furniture
	□ Clothing
	□ Utilities
	□ Phone

	□ Transportation
	□ Personal safety
	□ Money management
	□ Financial Assistance to Meet Basic Needs

	□ Other: __________________________________________________________

	Mental Health Care (select all that apply):

	Outpatient Services

□ Assessment/ Evaluation    □ Counseling      □ Day Treatment      □ Medication
	□ Inpatient Treatment

	□ Other:_______________________________________

	Physical Health and Functioning (select all that apply):

	□ Doctor/ Dentist Visit
	□ Special Equipment/supplies
	□ Medication
	In-home care

□ Personal Care   □ Nursing

	□ Intensive Medical Care/Support

(Hospitalization/Surgery/Hospice)
	    Other: ______________________________________________________

	Substance Abuse Services (select all that apply):

	□ Prevention
	□ Intervention
	□ Treatment
	□ Other: __________________________________________

	Family Support (select all that apply):

	□ Respite
	□ Child Care
	□ Adult Day Care
	□ Other: __________________________________________

	Legal Assistance (select all that apply):

	□ Conservator             □ Guardianship

□ Other civil: ______________________
	□ Criminal 
	□ Benefits Counseling
	□ Other: ___________

	Education (select all that apply):

	□ Special equipment
	□ Truancy prevention
	□ Translator/Interpreter
	□ English as a second language

	□ Adult education
	□ Referral for special education services
	□ Other: ______________________________

	Employment (select all that apply):

	□ Employment assistance
	□ Vocational training
	□ Other: ______________________________________

	Social Interaction (select all that apply):

	□ Mentor
	□ Opportunity to socialize
	□ Other: ___________________________________________

	Skill Development  (select all that apply):

	□ Activities of daily living
	□ Community living skills
	□ Social skills
	□ Parenting skills training

	□ Problem-solving skills
	□ Budget management
	□ Challenging behavior
	□ Anger management

	□ Impulse control
	□ Other: __________________________________________________


Community Resource Coordination Group (CRCG)

Consent to Release Confidential Information

Regarding_____________________________________________



(Name of Staffed Individual)

Date of Birth​​​​​​​​​​​​​​​​​​ for Staffed Individual___________________________





I, the undersigned, do hereby give my consent for the exchange of confidential information between the Members of the CRCG and physicians, hospitals, schools, psychologists, or other agencies or institutions having confidential information pertaining to the above referenced child.

This release is valid for 12 months from the date of signature. I understand that that I may revoke this permission by writing the coordinator/chair of the CRCG at anytime prior to the date release.  

Any information obtained will be used for professional purposes only.  
A photocopy of this release shall be considered as valid as the original.

_______________________________

_____________________________

Printed Name of Staffed Individual
Printed Name of Parent or Legal Guardian





       --OR--
_______________________________

__________________________
Signature of Staffed Individual 
Signature of Parent or Legal Guardian
________________________________
Date of Signature

________________________________
Date Release Expires
1

